The anaesthetic management for surgical procedures involving the larynx and/o~ trachea and the problem of the shared airway are outlined. The use of mtravenous Althesm on 31 patients (43 administrations) is described.
INTRODUCTION
The anaesthetic management of a patient having a diagnostic and/or therapeutic surgical procedure involving the larynx and/or trachea (direct laryngoscopy, laryngeal pol ypecton~ y or biopsy, laryngeal micro-surgery, tracheal chlatation, bronchoscopy) has always posed a problem -the airway is shared between the operator and the anaesthetist. Basicallv the choice is between local analgesia and general anaesthesia; general anaesthetic techniques can be subdivided into two ·-with or without an endotracheal tube. If an endotracheal tube is used a compromize between surgeon and anaesthetist must be arrived at. As small a tube as possible or special tubes (Pollard 1\l(8) must b~ used; the surgeon must be speedy and effiClent suctl~n must be maintained. J:'\euroleptanalgesla (Gordon and Sellers 1971) , Gammahyclroxybutyrate anaesthesia (BrO\vn 1\)70) and a ventilating laryngoscope employing Sanders insufflating technique (Sanders HW7, Lee 1972) have been' used for general anaesthesia without an endotracheal tube.
Better, unhurried operating conditions are provided. Efficient suction is ahva\"s required. This paper d~scrih~:3 the an:l('sthetic management of .31 patients (4;) administrations) using intran.:nous Althesin in the general anaestlietic management for 3urgical procedures involviIlg * ,.\.:"11. the larynx and/or trachea where the airway is shared. Althesin is the steroidal intravenous general anaesthetic agent introduced in 1971.
MATERIAL AND r-.IETHODS Thirty-one patients (age range: 3 to 64 years; weight range: 13 ·1-73·4 kg; 17 males, 14 females) were managed with Althesin anaes· thesia for surgical procedures on the larynx and/or trachea. The relevant data is shown in Table 1 .
A naesthetic management
Pre-anaesthetic medication was with intramuscular promethazine and intravenous atropine at induction for patients more than 20 kg body weight or oral trimeprazine tartrate and intramuscular atropine for patients less than 20 kg body weight.
Induction was by intravenous Althesin (0'1 ml/kg) over If) seconds. This was followed by spraying of the larynx with 2 per cent lignocaine :{-5 mg/kg body weight (Brown 1973) . A nasopharyngeal catheter was then passed and positioned such that the distal tip ,vas in the oro-pharynx. l\Icthoxyflurane (0·25 per cent) was insufflated with oxygen yia the catheter with the patient spontaneously breathing. Althesin booster doses (indication: movement on stimulation) were administered to maintain anaesthesia. In cases with a tracheostomy the Gltheter was passed yia the tracheostoma with th2 distal tip, preyiously measured, positioned to lie abo\"e the carina. Systolic blood pressure was monitored at fiye-minute interyals by palpation using a sphygmomanometer. The ERG was continuously monitored via an oscilloscope for the occurrence of arrhythmias.
During the procedure arterial blood samples were taken at induction (immediately following loss of consciousness), then at five-minute intervals and analysed using the Clarke Type E 5046 P0 2 electrode; pH, PC0 2 and base excess/ deficit were measured by the Astrup method using the Siggard-Andersen curve nomogram. Recovery time was assessed from time of last Althesin injection to time of obeying simple commands (" Open your eyes" repeated at two-minute intervals) in the recovery room; any nausea and/or vomiting was noted in the recovery phase.
RESULTS
The arterial blood gas analyses is summarized in Table 2 . The PaC0 2 showed a tendency to rise; the rise was within the limits expected in a patient spontaneously breathing under general anaesthesia. 
I
The surgeon performing the procedures was very appreciative of the excellent unhampered operative conditions because no endotracheal tube was used. The relaxation of the jaw muscles provided by Althesin made conditions for laryngoscopy ideal with cord movement due to spontaneous respiration intact.
The rate of the recovery times was 12 to 24 minutes with an average of 15·54 mins (Figure 1 ).
Incidence of nausea and/or vomiting on recovery was nil. The recovery was generally very smooth with restlessness occurring in three children (ages three, four and seven years).
DISCUSSION
General anaesthesia without an endotracheal tube in a spontaneously breathing patient with topical analgesia of the larynx for surgical procedures involving the larynx and/or trachea necessarily has potential dangers. Unconsciousness must be maintained but upper respiratory obstruction must be avoided or not made worse. The laryngeal reflexes mu~t be depressed during the procedure and return as soon as po:isihle at the conclusion of the procedures. K ausea and vomiting should be minimal so that the reco\'ery phase is less hazardous. Prolonged unconsciousness with an anaesthetized larynx plus the possibility of vomiting can make the technique potentially dangerous. ~ euroleptanalgesia (Phcnoperidine or Fentanyl with droperidol) or gamma hydroxybutyric acid or A.lthesin provide good operative conditions, when used for this technique. Althesin has advantages O\'er neuroleptanalgesia or gamma-hydroxybutyric acid in that the recovery phase is safer: return of consciousness is much faster and sharper (compared to neuroleptanalgesia) and the incidence of nausea and vomiting is much less (compared to gamma hydroxybutyrate).
Local analgesia is safe in adults for procedures where the aim'av is shared, hut manv adult patients prefer to' be asleep. It is usualfy easier to manage children with general anaesthesia. General anaesthesia with a small or special (Pollard 1968 ) endotracheal tube using suxamethonium for neuro-muscular block and controlled ventilation is a satisfactory technique in the hands of most anaesthetists but the di~advantage of inconvenient operating conclitiem resulting in a tug-of-war betvveen anaesthetist and surgeon for the shared ainyay remains.
General anaesthesia without an endotracheal tube using a parenteral anaesthetic with laryngeal topical anaesthesia and naso-phar\'ngeal catheter insufflation of oxygen plus a non-explosive inhalational anaesthetic agent (Halothane or methoxyflurane) requires the presence of an experienced anaesthetist; it SHARED AIRWAY WITH ALTHESI;-'-]51 provides excellent operative conditions allowing the surgeon maximum, unhurried performance to the benefit of the patient. From this admittedly small number of cases, Althesin seems to lessen the potential dangers of the last mentioned technique mainly because of its faster smoother recovery phase. The almost identical technique previously employed by Brown (1970) using gamma hydroxybutyrate provides excellent conditions with the admitted possible disadvantages of vomiting and prolonged unconsciousness with a partially anaesthetized larynx.
Substituting Althesin tor gammahydroxybutyrate retains the advantages of the technique and excludes the disadvantages mentioned. Methoxyflurane was chosen instead of halothane because of the surgeon's need to use topical adrenaline for haemostasis and because methoxyflurane is a more effective depressor of laryngeal and tracheobronchial reflexes.
All new parenteral anaesthetic agents go through a similar pattern of sequence. The manufacturers introduce the drug claiming many advantages. A flood of papers investigating the clinical effects of the drug and its value in anaesthetic practice follows. When the initial hysteria abates and the dust has settled some of the initial claims are disproven and the drug seldom displaces existing, well-tried, similar acting agents. It usually finds a place as an alternative to existing agents and thus adds to the armamentarium of the anaesthetist. Ketamine hydrochloride has recently gone through this cycle of events (Bovill et al. ] 97]). Sometimes the new agent might eventually be found to be of particular value in narrow confined aspects of anaesthetic practice. This paper suggests one such value of Althesin which hitherto has been used in poor risk patients, asthmatics, for outpatient surgery, for intraocular surgery and for general surgery, for induction of anaesthesia (Lee and Atkinson 1973) .
